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SUMMARY
Objective: Parenchymatous infection of the mammary glands is a rare antepartum complication but is
occasionally observed during the puerperium and lactation. We report a case of antepartum mastitis with severe
abscess formation and successful treatment using semicircular incisions and drainage.
Case Report: A 24-year-old primigravid woman had a 36-week pregnancy with mastitis and had been treated
with cephalexin monohydrate for 7 days. Two weeks later, the superior medial quadrant of the right breast
developed abscesses. The patient received surgical drainage after vaginal delivery of a male infant. She was
discharged on the fifth hospital day with an open cavity packed with gauze.
Conclusions: Antepartum mastitis is uncommon during pregnancy. Physicians should assume that early,
aggressive treatment of this infectious process will maximize breast tissue conservation and function. When
abscess formation occurs, surgical drainage is essential, and general anesthesia is usually required. [Taiwanese
J Obstet Gynecol 2004;43(4):235–236]
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Introduction
The development of mastitis in pregnancy, particularly
in the puerperium, has been well described. Puerperal
mastitis is acute cellulitis of the breast in lactating
women. If treatment is not promptly begun or if the
woman fails to respond to therapy, mastitis can pro-
gress to abscess formation, at which point incision and
drainage with culture are indicated. Rarely does the
antepartum patient present with signs and symptoms
of acute mastitis. Here, we present a case of antepartum
mastitis with severe abscess formation that was treated
using wide incision and drainage.
Case Report
A 24-year-old primigravid woman presented to our
hospital with the complaint of 6 days’ right breast pain,
redness and swelling. She was at 36 weeks’ gestation
without antecedent obstetric or medical problems and
had been followed-up in regular prenatal examinations.
There was no relevant family history and she denied
having any antecedent trauma. The patient was treated
with 25 mg cephalexin monohydrate orally three times
daily for 7 days. Two weeks later, there was an abrasion
wound in the superior medial quadrant and some abscess
development was noted. Initial wound culture revealed
methicillin-resistant Staphylococcus aureus. The patient was
admitted to the high-risk obstetric service for parenter-
al antibiotic therapy with 400 mg/day intravenous tei-
coplanin. Her condition did not improve after 24 hours
of antimicrobial therapy. The general surgeons sug-
gested wide incision and drainage after vaginal delivery.
The next day, the patient delivered a male infant, who
weighed 3,305 g with Apgar scores of 9 and 9 at 1 and
5 minutes, respectively. On the following day, semicir-
cular incisions about 3 cm long were made in the breast
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and the abscess cavities were opened wide (Figure).
Inflamed tissue and a serosanguinous abscess of more
than 90 mL were removed. After 48 hours, the antibiotic
was changed to 1 g/day oral amoxicillin with no further
complications. The patient was discharged on the fifth
hospital day with an open wound on the right breast.
Discussion
As the vast majority of mastitis cases occur in postpar-
tum patients, we present this case to illustrate its occur-
rence in antepartum patients. The relative occurrence
of antepartum mastitis among all cases of mastitis is
unknown, but the paucity of reported cases suggests
its relative rarity. Puerperal mastitis occurs in 1–9% of
postnatal patients, with abscess formation occurring
in 5–11% of those afflicted [1].
Classic non-epidemic puerperal mastitis is mammary
cellulitis or adenitis. It is usually due to infection that
has gained entrance through an irritated or cracked
nipple, although some bacteria may enter through a
normal-appearing nipple. Milk is not sterile, nor is
breast skin or the lactiferous sinuses; however, milk is
not a good medium for bacterial growth. The presence
of bacteria in the milk does not necessarily result in
infection. Several potential risk factors have been
identified, including positioning and attachment, milk
stasis, potential sources of infection, maternal illness
and lifestyle factors. In our case, the possible mecha-
nism causing this mastitis was a bite on the right
breast from her husband, although she denied having
had any laceration or bleeding from this site.
We assume that the presentation of antepartum
mastitis is very similar to that of acute non-epidemic
puerperal mastitis. Puerperal mastitis typically manifests
as either mammary adenitis or cellulitis. Febrile illness
usually occurs as the infection progresses, and tender-
ness and inflammation are the initial hallmarks of
acute mastitis. The natural course then depends on
the extent of the infection, the virulence of the patho-
gens, and natural host defenses. S. aureus may be recov-
ered in either antepartum or puerperal mastitis.
To our knowledge, only two antepartum mastitis
cases have been reported [2]. The differences between
these two cases and our case were abscess formation
and the ineffective use of antibiotics. In our case, the
Figure. Right breast after semicircular incisions, with abscess
cavities widely opened.
patient’s temperature ranged from 37.2 to 37.5$C, but
pus formation was very severe. The lack of fever may
have been due to the continual use of acetaminophen
500 mg orally four times a day. Treatment with penicillin
usually clears the infection within 24–48 hours, but
treatment in our case was not successful. Therefore,
semicircular incisions were made in the patient’s breast
and the abscess cavities were widely opened under gen-
eral anesthesia. About 90 mL of pus was drained out.
Progressive resolution of the mastitis was apparent.
After 48 hours without fever, antibiotic therapy was
changed to 1 g/day oral amoxicillin. The patient was dis-
charged on the fifth hospital day with an open wound.
The effects of infectious mastitis on pregnancy
primarily relate to the degree of systemic infection. Since
antepartum mastitis is reportedly rare, its manifestation
as sepsis is proportionately rare. In our case, no evidence
of significant fetal compromise was apparent. Nonethe-
less, one must assume that early, aggressive treat-
ment of this infectious process will avoid the need for
wide incision and reduce both maternal and fetal mor-
bidity.
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